conspicuous. The limbs were extremely wasted. A suspicion of tuberculous peritonitis was entertained. There was no reaction either to the injection of tuberculin or to von Pirquet's test. The temperature has been usually normal. The stools have been always large and greasy. For the last month the child has been treated with pancreatin and seems to have iinproved. Case II.-H. S., male, aged 3i years, came to my out-patients' department on January 13 for wasting. It is a twin; the other died a year ago. Two elder children healthy; no miscarriages. (The mother has a child, aged 5 months, apparently healthy; height, 254 in.) Weighed at birth 5 lb. He weighs 16 lb. Circumference of head, 164 in.; height, 28 in.; twelve teeth. Motions very frequent (four to five a day), more or less foul and slimy. A localized systolic murmur over the fourth left interspace. The child recognizes things and plays, but can only speak a few words. He can stand when held, but cannot walk.
DISCUSSION.
Dr. ERIC PRITCHARD asked whether the iodoform test had been applied to the first of the cases. He thought the diagnosis could be clinched rapidly by administering keratin-coated pearls of iodoform and testing how soon that keratin was dissolved. If it was not dissolved one could conclude with almost certainty that it was not pancreatic infantilism.
Dr. WALTER CARR thought the second case was merely a backward child, which had had a bad start in life; its weight at birth was only 5 lb., and it had probably been badly fed ever since. It might make up for lost time later. The first case was more difficult of explanation. At first it looked like a chronic tuberculous peritonitis, but that idea could scarcely be maintained in view of the negative results of the tests; the bones did not show rachitic changes. It might be merely a chronic gastro-enteritis in a badly fed child, leading to distension of the intestines and to consequent weakening of the abdominal muscles. He did not know whether there was any definite lesion of the pancreas.
Dr. PORTER PARKINSON hoped that the test mentioned by Dr. Pritchard would be done, to decide whether there was pancreatic deficiency. In regard to the second case, he re-echoed what Dr. Carr said, as he had come to the same conclusion, and thought the cause was that there was a chronic endarteritis or colitis; the child had had diarrhzea all its life, and had probably been improperly fed.
Dr. J. D. ROLLESTON suggested the possibility of inherited syphilis in the atiology. That was supported by the fact that one child died of " wasting" and one child was born dead. The Wassermann reaction should be tried. He supposed the cases must be classified under what the French termed " quinary " inherited syphilis (heredo-syphilis quintaire).' In support of syphilis also was the vaulted palate in one case, which might be dissociated from any skin or bone lesion.
Dr. LANGMEAD raised the question, in regard to the first case, whether one could distinguish between intestinal and pancreatic infantilism. Some time ago, Bramwell described pancreatic infantilism, and more recently Herter, of Chicago, had described six cases of infantilism with intestinal disturbance, in which he did not mention the pancreas at all. He (Herter) ascribed the condition to the persistence of organisms, the Bacillus infantilis and the Bacillus bifidus, which were normally in the bowel in infancy, and should afterwards be replaced by others. Vide E. Fournier, " Recherches et diagnostic de 1'h6r6do-syphilis tardive," Paris, 1907; and P. Rostaine, "De la syphilis acquise chez les heredo-syphilitiques," Theses de Paris, 1904-5, p. 299. The PRESIDENT thought the cases were justly termed symptomatic infantilism; but one should distinguish between symptomatic and true infantilism. He did not think a sharp line of demarcation could be drawn between symptomatic infantilism and backwardness. For that reason he would include both the first and second cases as symptomatic. Dr. Kellie lent him the first case two or three months ago and he demonstrated it at the Polyclinic as a case of symptomatic infantilism, probably intestinal or pancreatic in origin. He thought it was due to some defect in the pancreatic secretion, rather than intestinal. The other case was no doubt of intestinal origin. The child had a bad start in life, and was kept back by the chronic intestinal catarrh. Herter's cases were of the pancreatic type, but he ascribed them to the Bacilluts bifidus and the Bacillus infantilis replacing the normal intestinal flora. The stools might be examined in the first patient to see if these organisms were present.
Dr. KELLIE, in reply, said he would have the iodoform test, the Wassermann reaction, and an examination for the Bacillus bifidus done and report to the next meeting. He believed that in intestinal infantilism there would be a toxsemia, and probably a raised temperature, whereas in his patient this was not the case. Therefore he thought the pancreas, not the intestines, was at fault. Persistent Jaundice.
By KENNETH KELLIE, M.B. C. C., MALE, aged 5 months. Jaundice has been noticed since the fourth day after birth, but varies slightly in intensity. Motions are quite colourless and very frequent. Breast-fed entirely, but irregularly. One other child, aged 11 years. No miscarriages, no rash, but is said to have had a yellow discharge from nose. The liver can be felt three finger-breadths below the costal margin, and the spleen is enlarged and tender. The palate is vaulted. The child has gained 10 oz. during the last month.
Dr. KELLIE added that he thought it was either congenital obliteration of the bile-ducts, or congenital syphilis; probably the latter, because of the vaulted palate. Moreover, there was an eleven years' interval between the other child and this.
